In a large proportion of postneonatal infant deaths, clinical history and post-mortem examination do not reveal pathological conditions sufficient to account adequately for the death. In a prospective study carried out by the working party for early childhood deaths in Newcastle,' three-quarters of the postneonatal deaths studied were classified as sudden and unexpected. The loss of an infant in this way is particularly hard for the parents to bear, because in the absence of a clearcut physiological explanation they commonly feel 1965-1973 and 1975-1977 In this way a scoring system, system I, was set up, which could allocate to any infant a score representing the risk of SIDS. An infant is given an initial score of 100, and 19 components, one for each factor, are added to or subtracted from this baseline. A zero score is given to a factor whose value is not known.
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The distribution of each score component and the total score among the 99 cases and 47 314 controls were examined. Assessment of discriminatory power was made in terms of a statistic P, the probability that a randomly selected case of SIDS would have scored higher than a control selected independently at random.21-14 The off-diagonal entries of the correlation matrix of the 19 score components among all 47 413 infants were examined, in order to confirm that assumptions of independence were not substantially violated.
A second scoring system was constructed, using equal weights. In this analysis each score of + 1 or above was replaced by + 1 and each zero or negative score was replaced by zero.
A third scoring system was also derived, based on a minimal set of salient variables: maternal smoking, maternal age, area of residence, and birth weight, each given a weight as in system I.
Results
Ninety-nine cases of SIDS were identified among 47 413 liveborn infants, an incidence of 2-1 per 1000 live births. The incidence is cross-tabulated with the 19 predictive factors in Table 1 . These are arranged in decreasing order of predictive power; values of P for smoking and employment of partner are 0-647 and 0 520.
The 19 score components are not strongly correlated with one another: 137 of the 171 entries in the correlation matrix are less than 0. 1 in absolute value. Table 2 indicates the mean, SD, and range of the total score, and the value of P, for systems I, II, and III. It can be seen that some information is lost in simplifying system I to either II or III. System I assigns a score of 107 or higher to 5057 or 11% of the 47 413 infants, and these include 49% of the cot deaths (see Figure) .
Discussion
This study demonstrates that an infant from a certain type of family has a higher than average risk of suffering a cot death-essentially a deprived family of low social class living in a poor area. The mother is typically young, and yet of relatively high parity; many mothers in our study smoked and were poor clinic attenders. Labour was easy, with a rapid second stage; the infant was more likely to be male or twin and to have spent some time in the special care baby unit. Although none of these factors adequately explains the death, their appearance as epidemiological factors does seem plausible. power renders any formal follow-up system for high-risk infants very costly in manpower and would be expected to make little impact on the incidence of SIDS. Such a prediction system is, however, a valuable means of identifying a group of infants on which to base further research.5 It may also be used in health care planning to delineate those city wards and families which may benefit most from additional supportive health services."7
The predictive power is unlikely to improve until it is possible to identify risk factors of a physiological rather than a social nature. This study does, however, once again underline the impact of the social circumstances of the family on the well-being of the infant. 
